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Main bronchus obstruction associated with tracheobronchial papillomatosis and presenting during anaesthesia has not previously been reported in the anaesthetic literature. This report decribes such a case and highlights certain associated factors.
CASE HISTORY
A ten-year-old male child with a long history of recurrent laryngeal papillomatosis requiring frequent endoscopy and surgical removal presented as an emergency with increasing stridor. Several years previously a tracheostomy had been carried out as an emergency procedure and had since been closed. In view of the known diagnosis and the severity of the airway obstruction, the child was brought directly to theatre for endoscopy and removal of papillomata.
Examination of the chest prior to induction of anaesthesia did not reveal any gross abnormality other than the signs of severe upper airway obstruction. Intravenous access was established and anaesthesia then induced *F.F.A.R.C.S., Senior Registrar. with 100070 02 and halothane. An endotracheal tube was passed after visualising the larynx, which had extensive papillomatous involvement. Anaesthesia was maintained with 50070 02 and 50070 N20 plus halothane via an Ayres T -piece. The child was breathing spontaneously and showed no evidence of cyanosis and had satisfactory pulse and blood pressure recordings.
Address for
On auscultation of the lungfields, normal air entry was noted on the left side but air entry could not be detected on the right. Suction down the endotracheal tube produced few secretions and did not alter these clinical findings. Manipulation of the tube and the use of positive pressure ventilation also did not result in air entry to the right lung. Despite the disordered ventilation, the patient remained in a satisfactory condition and arrangements were made for bronchoscopy to follow adequate removal of the papillomata from the larynx. At bronchoscopy a large papilloma was found to be occluding the entrance of the right main bronchus. Following removal of this mass, air entry returned to the right lung and was equal to that on the left. Postoperatively the child was well and recovered without further problems. DISCUSSION Tracheobronchial papillomatosis has been fully reported in the surgical literature 1,2 but has not previously been documented as causing problems during anaesthesia. This disease may occur in isolation, or more usually in association with laryngeal papillomatosis. 1 The incidence has been reported as between 2 0J0 and 201170 1 ,2,3 of all cases of juvenile laryngeal papillomatosis. The papillomata may be asymptomatic and present on endoscopy or may progress to cause severe respiratory impairment due to alveolar destruction. 2 ,4 In severe cases, death may result from respiratory failure, with recurrence described even following pneumonectomy. 4, 5, 6 In the case described above, the bronchial obstruction presenting during anaesthesia was dealt with satisfactorily at bronchoscopy, but the problem had not been anticipated and in a more severely compromised patient the outcome might have been less favourable. The pre-operative examination of the chest had failed to elicit signs of lower airway obstruction, and it may have been that the bronchial obstruction had been overcome preoperatively by the marked respiratory effort of the child, but had become significant following induction of anaesthesia.
The bronchial pathology in this case was unilateral with no involvement of the left main bronchus, However, bilateral disease has been reported 6 and this would obviously require prompt bronchoscopy to relieve any airway obstruction.
An important aspect of the past history of the above patient was the fact that a tracheostomy had been carried out several years previously and had since closed off. It is now accepted that tracheostomy should be avoided if at all possible in this condition as there is an undoubted association between the presence of a tracheostomy and distal spread of the disease to the trachea, bronchi and lungs. 1,2,7 However, there will undoubtedly be occasions when the carrying out of a tracheostomy will save a life and wiil, at the very least, enhance the patient's immediate safety.
A review of 90 cases of juvenile laryngeal papillomatosis presenting at-one centre found a lower incidence of tracheobronchial involvement than had been reported elsewhere. 1 This was attributed to a policy of avoiding tracheostomy if at all possible and decannulation as early as possible for any patient who had had a tracheostomy carried out, as it was felt that prolonged intubation would have increased the risk of distal seeding of the disease.
A further factor that may be of relevance with regard to preventing tracheobronchial spread of laryngeal papillomatosis is the suggestion from some centres that for the many regular endoscopies often required by these children, anaesthetic techniques avoiding endotracheal intubation be used so as to reduce the risk of distal seeding. , ,2,8 This point underlines the fact that these cases are best managed by anaesthetists who are particularly experienced in this field.
In conclusion, the possibility of tracheobronchial papillomatosis causing sudden major airway obstruction during anaesthesia for juvenile laryngeal papillomatosis should always be borne in mind, especially if a tracheostomy has previously been carried out, or the child has had many anaesthetics with endotracheal intubations in the past. Prompt bronchoscopy is indicated to deal with such an emergency.
